This study aimed to assess the relationship between self-disgust and sensory processing within eating psychopathology. Five hundred and ninety-one women with a self-reported diagnosis of anorexia nervosa, bulimia nervosa or who had no previous history of an eating disorder completed a battery of online questionnaires measuring disgust, emotion and sensory variables. Those with an eating disorder reported significantly higher rates of self-disgust than those with no history of disordered eating. In groups of women with self-reported bulimia, self-disgust was associated with sensation avoidance and sensation seeking. Within the group with anorexia nervosa, self-disgust was associated with low registration and sensation seeking. This report is the first to examine the expression of the emotion self-disgust within eating psychopathology and examine associations of this factor with sensory processing. The emotion self-disgust needs to be further examined to understand its possible role in the onset and maintenance of disordered eating. Copyright © 2017 John Wiley & Sons, Ltd and Eating Disorders Association. Disgust is considered to be a fundamental and universal emotion (Darwin, 1965; Ekman, 1992) , which is characterised by the feeling of revulsion or strong disapproval aroused by something unpleasant or offensive and results in distinctive facial, behavioural and physiological responses (Rozin, Haidt & McCauley, 1999a) . Although once considered to be the 'forgotten emotion of psychiatry ' (Phillips et al., 1998) , subsequent literature has found that disgust plays a significant role within several psychopathologies. These include depression (Overton, Markland, Taggart, Bagshaw, & Simpson, 2008a), anxiety (Mayer, Muris, Bos, & Suijkerbuijk, 2008b) and eating disorders (Davey, Buckland, Tantow, & Dallos, 1998) .
Disgust is considered to be a fundamental and universal emotion (Darwin, 1965; Ekman, 1992) , which is characterised by the feeling of revulsion or strong disapproval aroused by something unpleasant or offensive and results in distinctive facial, behavioural and physiological responses (Rozin, Haidt & McCauley, 1999a) . Although once considered to be the 'forgotten emotion of psychiatry' (Phillips et al., 1998) , subsequent literature has found that disgust plays a significant role within several psychopathologies. These include depression (Overton, Markland, Taggart, Bagshaw, & Simpson, 2008a) , anxiety (Mayer, Muris, Bos, & Suijkerbuijk, 2008b) and eating disorders (Davey, Buckland, Tantow, & Dallos, 1998) .
To date, research surrounding disgust has focused heavily on its role within disease avoidance; however, more recently, there is an emerging line of enquiry showing that it can be directed towards one-self (Powell, Simpson, & Overton, 2015) , and it is suggested that focusing on self-directed disgust may be a more appropriate focus when understanding the emotion within psychopathology (Muris et al., 2000; Schienle, Stark, Walter, & Vaitl, 2003) . The idea that disgust can be maladaptively directed towards the self has empirical origins within clinical psychology and has been described as a discrete emotion involving experiences of extreme loathing at the experience of the self, the body and one's actions, with particular emphasis on behaviours that violate the so-called desired self (Moncrieff-Boyd, Byrne, & Nunn, 2014) . The role of selfdisgust within disordered eating is a relatively under-researched area within clinical psychology, and exploratory qualitative evidence suggests that this emotion in particular may be underpinned by many other emotional components of the disorder, such as anxiety, and could contribute to the maintenance and endurance of specific eating disorders (Robinson & Nicholls, 2015) .
Recent evidence has demonstrated that shame and eating pathology may influence one another clinically, overtime; in those with a diagnosis of an eating disorder (Kelly & Tasca, 2016) . It has been argued that the experience of shame and self-disgust may be similar, particularly within those who are suffering from an eating disorder (Fox, Federici et al., 2012) . They are both emotions that involve avoidance and feelings of pushing away or social rejection (Chapman et al., 2009) and often result in a person withdrawing quickly from aversive situations (Powell et al., 2015) . However, when examining the two emotions further, self-disgust is suggested to differ from other negative emotions such as shame, guilt and selfloathing because of the unique feelings of revulsion experienced when interacting with something perceived to be disgusting (Powell et al., 2015) . Although the two emotions may occur alongside one another, they appear to have different cognitive -affective content with shame being characterised by feelings of hierarchical submission and diminished social rank (Gilbert, 2009; Powell et al., 2015) . Therefore, the individual constructs of self-disgust and how they affect eating behaviour warrant further investigation as a separate entity away from other negative emotions like shame.
The co-morbidity between anxiety and eating disorders has already been well established (Kaye, Wierenga, Bailer, Simmons, & Bischoff-Grethe, 2013) , and because of the link between disgust, food choice and rejection (which appear to be key factors of eating psychopathology), it can be argued that these three components may be related (Martins & Pliner, 2005; Mayer, Muris, Bos, & Suijkerbuijk, 2008a) . The factors that may contribute to the emergence of self-disgust have not yet been established but are suggested to involve a combination of individual characteristics such as temperament, sociocultural environment and personal learning and rearing experiences. Dalgleish (2015, 2007) have hypothesised that feelings of self-disgust are likely to develop throughout childhood and adolescence, with preliminary qualitative evidence showing that self-disgust may be more likely to be rooted in this time of development (Powell, Overton, & Simpson, 2014) . Furthermore, evidence has shown that the experiences of disgust, anxiety and interoceptive awareness are both regulated and modulated within the insula (Nunn, Frampton, Fuglset, Törzsök-Sonnevend, & Lask, 2011) .
Recent neuroimaging studies have demonstrated that certain brain regions implicated in emotion perception may partly overlap interoceptive and sensory awareness (Critchley, 2005) . It has already been shown that those with a diagnosis of anorexia nervosa (AN) may have multisensory impairments concerning body perception, which involves a combination of tactile and proprioceptive sensory components (Gaudio, Brooks, & Riva, 2014) . Indeed, those with restrictive AN have revealed over responsiveness in somatosensory/tactile modalities compared with both controls and individuals with bulimia nervosa (BN) (BrandGothelf et al., 2016) . Therefore, it can be argued that self-disgust and sensory processing may in turn be associated with one another, and as high levels of disgust have been recorded within people with an eating disorder (Moncrieff-Boyd et al., 2014; Nunn et al., 2011) , this relationship warrants further investigation. Sensory processing is defined as 'the ability to register and modulate sensory information and to organise this sensory input to response to situational demands' (Humphry, 2002) (p172) , and this type of processing is suggested to form the basis of both temperament and personality (Dunn & Westman, 1997 ). Dunn's model of sensory processing is one of the key contributing theories within the field of sensory processing research and is based on the hypothesis that there is a relationship between a person's neurological thresholds and self-regulation strategies. People are suggested to be characterised by their positioning on four major types of sensory processing, governed by two separate axes: the response threshold of the nervous system (high/low) and the strategy of response (passive/active) (Dunn, 1997; Dar, Kahn, & Carmeli, 2012) . When both neurological thresholds and selfregulation intersect, four basic patterns of sensory processing emerge: (i) sensation seeking, which is a result of high thresholds and an active self-regulation strategy; (ii) sensation avoiding, which includes low thresholds and an active self-regulation strategy; (iii) sensory sensitivity, which includes low thresholds and a passive self-regulation strategy; and (iv) low registration, which represents a high threshold and a passive self-regulation strategy. It is important to note that no individual has only one pattern of sensory processing but rather differing levels of processing within each four patterns (Dunn, 2007) .
There is limited research investigating the role of sensory processing within eating behaviour but a recent study established that higher sensory sensitivity and attempts to avoid sensory experiences have been found to be significantly higher in women with a current diagnosis of AN and women with a history of AN compared with healthy controls (Zucker et al., 2013) . Other research shows that those with AN appear to be less able to identify sensations that are related to satiety and hunger (Fassino, Piero, Gramaglia, & Abbate-Daga, 2004; Matsumoto et al., 2006; Pollatos et al., 2008 ) and appear to be less able to recognise stress symptoms within their own body such as increased heart rate (Zonnevylle-Bender et al., 2005) and that multisensory body location perception is different in those with AN compared with healthy controls (Zopf, Contini, Fowler, Mondraty, & Williams, 2016) . This contradicts previous external sensory research as it implies a lack of sensory sensitivity and poor registration (Dunn, 2007) . However, further investigation is needed to determine whether sensory processing is associated with disordered eating and whether this risk is associated with multiple eating disorders and the emotion self-disgust.
It has been suggested that a bottom-up approach addressing the sensory processing deficits underlying cognitive and emotional issues in people with mental health problems, and in particular eating disorders, may be a logical first step when considering the contributing and maintaining factors of such illnesses (Javitt, 2009) . Characterising disturbances within subjective body experiences and the emotions that arise from these among individuals with and without eating disorders is critical to understanding and altering the pathophysiology of disorder eating. Both the relentless pursuit of an unhealthy body weight and disordered eating behaviours may be motivated, in part, by a desire to alter body experience -not merely body appearance (Cserjési et al., 2010; Sachdev, Mondraty, Wen, & Gulliford, 2008; Zucker et al., 2013) .
Aims and Hypotheses
To address the identified gaps in the research literature, this study aimed to assess the relationship between self-disgust and sensory processing among those with a self-diagnosis of AN, BN and those with no history of disordered eating. It was hypothesised that there would be differences in self-disgust, disgust-sensitivity, anxiety and sensory variables between each of the three groups. A secondary aim was to examine potential between-group differences in the patterns of sensory association. Finally, if associations were found between self-disgust and the sensory processing variables, further analyses aimed to identify whether sensory variables were able to statistically predict self-disgust above and beyond identified confounding variables of disgust sensitivity and anxiety.
Method Participants
An initial sample of 1551 participants was recruited online through the De Montfort University research participation scheme and eating disorder websites (Beat Eating Disorders). Of those 698 participants (45%) completed the questionnaire pack in full and were considered for inclusion in the study. This dropout rate was in-line with other studies that have used an online method of data collection (Granello & Wheaton, 2004) and was therefore not thought to be problematic. A G power a priori power calculation was carried out and indicated that for a medium effect size, a minimum of 55 participants per group was required. Therefore, male participants (n = 37), those with binge eating disorder (n = 27) or Other Specified Feeding and Eating Disorder (n = 43), were excluded from the final sample. The final sample comprised 591 women with a self-reported diagnosis of AN (n = 270) or BN (n = 104) or who had no previous history of an eating disorder (n = 217). Participants ranged in age between 18 and 70 years (M = 25.36, SD = 9.57) with 67% self-identifying as White British, 8.5% British Asian, 7.5% Hispanic, 6.5% Indian, 6.5% African American and 4% Black Caribbean.
Participants were recruited online using a number of sources. Some participants were invited to participate through a university-based research participation scheme, in which students volunteer to take part in studies in return for course credit. Other participants were invited to take part through sources including the charity Beat Eating Disorders' research participation scheme, Call for Participants or Facebook support groups. Full permission was gained from the organisers of each scheme before recruitment began. Participants who did not receive course credit were given the opportunity to opt in for a £10 Amazon card prize draw as reimbursement for their time.
Design
The study employed between participants a quasi experimental questionnaire design, in which self-reported eating disorder diagnosis with three levels (AN, BN and no history of disordered eating) acted as the between participants factor. Reported selfdisgust was used as the outcome variable, and scores of disgust sensitivity, sensory sensitivity, sensation avoidance, low registration, sensation seeking and anxiety were additionally measured. Individual measures were presented in a randomised order via the Qualtrics software programme (Qualtrics Copyright © 2015) in order to limit potential effects of order and fatigue.
Materials
The Self-Disgust Scale
The Self-Disgust Scale (SDS) is an 18-item self-report measure examining constructs of self-disgust, appearance, general selfconcept and behaviour/abilities. Participants rate each statement on a 7-point Likert-type scale (1 = strongly agree, 7=strongly disagree). Example items include The way I behave makes me despise myself, I find myself repulsive and It bothers me to look at myself. A total self-disgust score, with scores ranging from 12 to 84, is calculated by summing scores to the 18 statements relating to the three self-disgust constructs, after reverse coding several variables (Items 1, 3, 4, 7, 10, 12, 15, 17, and 18) so that a high score indicates high self-disgust. The SDS has been found to have good reliability and validity (Overton et al., 2008b) .
Disgust Propensity and Sensitivity Scale-Revised
The Disgust Propensity and Sensitivity Scale-Revised is a 12-item measure designed to examine the frequency of disgust experiences (propensity) and the emotional impact of those experiences (sensitivity). Participants rate each statement on a 5-point Likert-type scale (1 = never, 5=always). Example items include It embarrasses me when I feel disgusted, I think feeling disgust is bad for me and I avoid disgusting things. A total score can be found by summing the score of the 12 statements, and individual scores can be found for both disgust propensity (e.g. sum of items 1, 4, 5, 6, 8, and 10) and disgust sensitivity (e.g. sum of items 2, 3, 7, 9, 11, and 12). For the current study, a total score was calculated, with a range of 12-60, and a higher score indicating a higher level of disgust sensitivity and propensity. Good scores of reliability and validity have been found for this questionnaire (Fergus & Valentiner, 2009 ).
The Beck Anxiety Inventory
The Beck Anxiety Inventory was developed to measure anxiety symptoms with minimal overlap with symptoms of depression. Each item consists of four statements indicating different levels of severity of a particular symptom experienced over the past 2 weeks, with 21 items in total. Items are rated on a 0-3 Likerttype scale to create a total sum for anxiety (0-63). Severity of anxiety was determined by score brackets of minimal (0-7), mild (8-15), moderate (16-25) and severe (26-63) (Beck & Steer, 1991) and this measure was used as a continuous variable throughout the study. Research using this measure has provided strong evidence of reliability, construct validity and internal consistency (Beck et al., 1988; Beck & Steer, 1991) .
Sensory Profile, Adolescent and Adult Report Version
The Adolescent and Adult Sensory Profile is a 60-item scale that measures the subjective experience of sensation across multiple sensory domains as well as the behavioural response to sensation. Participants rate each statement on a 5-point Likerttype Scale (1 = almost never, 5 = almost always) to generate a total score of sensory processing (60-300) and individual quadrant scores consisting of 15 items for sensory sensitivity (I am bothered by the feeling in my mouth when I wake up in the morning), low registration (I don't notice when people come into a room), sensation seeking (I like how it feels to get my hair cut) and sensation avoidance (I limit distractions when I am working). These domains are designed to assess dimensions of habituation and sensitisation by asking individuals how rapidly they notice and accommodate sensations across sensory domains. This questionnaire has moderate-good internal consistency (Pohl, Dunn, & Brown, 2003) . Participants' scores are divided into four quadrants as outlined in the scoring manual, with resultant scores from each ranging from 15 to 75. Higher scores indicate more disturbed levels of sensory processing (Dunn, 2007) .
The Eating Disorder Examination Questionnaire
The Eating Disorder Examination Questionnaire (EDE-Q) is a 28-item scale that measures eating disorder symptoms. Participants rate each question on a 7-point Likert-type Scale (0 = No days, 7=Everyday) and are asked to consider each question in relation to the last 28 days only. This measure yields a global score in conjunction with scores on four subscales: restraint (Have you been deliberately trying to limit the amount of food you eat to influence your shape or weight?), shape concern (Have you had a definite desire to have a totally flat stomach?), weight concern (Has thinking about shape or weight made is very difficult to concentrate on things you are interested in?) and eating concern (Has thinking about food, eating or calories made is very difficult to concentrate on things you are interested in?). Each subscale has been shown to demonstrate excellent reliability and validity (Beglin & Fairburn, 1992; Luce & Crowther, 1999; Mond, Hay, Rodgers, Owen, & Beumont, 2004 , Fairburn & Beglin, 1994 .
Procedure
Full ethical approval for this project was provided by the Ethics Committee of the Faculty of Health and Life Sciences at De Montfort University. Participants who were interested in taking part in the study were asked to follow a web-link within an advertisement created using the Qualtrics software (Qualtrics Copyright © 2015) . This web-link led to them to an information page and consent form, which comprised a series of check box questions which participants were required to complete by before gaining access to the study. Once full informed consent was gained, participants completed a series of online self-report measures. A full de-brief was included on the final page of the online questionnaire including contact details for the research team.
Data analysis
Statistical analysis was carried out using IBM SPSS 22. ShapiroWilk tests revealed that data measuring the disgust, anxiety and sensory variables were not normally distributed (p < 0.005) except the disgust sensitivity data. Analyses were carried out with bootstrapping to account for possible distortions due to the fact that some variables were not normally distributed. Tests were also conducted to assess whether the data met the assumptions for multiple regression. An analysis of standard residuals was carried out, which showed that the data contained no outliers (standard residual min = À2.316, standard residual max = 3.808). The data also met the assumption of independent errors (Durbin-Watson value = 1.91).The histogram of standardised residuals indicated that the data contained approximately normally distributed errors, as did the normal P-P plot of standardised residuals. Finally, the scatterplot of standardised, predicted values showed that the data met the assumptions of homogeneity of variance and linearity.
Data were analysed in three phases. First, bootstrapped oneway analyses of variance, with bonferroni post hoc tests, were carried out to examine differences between the three groups. Second, Spearman's correlations between self-disgust, disgust sensitivity, anxiety and sensory variables were conducted. Finally, hierarchal regressions were conducted between the groups with self-diagnosed AN and BN to assess whether sensory variables could predict the variance of self-disgust above and beyond the other covariates of anxiety and disgust sensitivity.
Results
Differences in self-disgust, disgust sensitivity, anxiety and sensory processing according to ED diagnosis A series of one-way un-related analyses of variance were conducted to explore differences in means between the three groups (AN, BN and no history of disordered eating) on measures of disgust, anxiety and sensory variables. These means and accompanying statistics are presented in Table 1 . There were statistically significant differences between levels of self-disgust, anxiety, disgust sensitivity, sensation seeking, sensory sensitivity and sensation avoidance. No statistically significant differences were found for levels of low registration between the three groups. Bonferroni post hoc tests were conducted to analyse the differences between each group, and these revealed a significance difference between the control group and AN group and between the control group and the BN group (p < 0.001). No significant differences were found between the AN and BN group (p > 0.05).
Within the EDE-Q measures, significant differences were found between eating concern, weight concern, restraint and total EDE-Q scores between the three groups. No significant differences were found between shape concerns between the three groups. Effect sizes for both self-disgust and anxiety were large, Associations between self-disgust, disgust sensitivity, anxiety and sensory processing across the three groups Table 2 presents correlations between self-disgust and the emotion and sensory variables for the three groups. These show that self-disgust was significantly and positively correlated with all of the disgust and anxiety variables in all three groups. Selfdisgust was also positively associated with three of the sensory variables (low registration, sensory sensitivity and sensation avoidant; p < .001) and negatively associated with sensation seeking.
Associations between self-disgust and sensory variables: Anorexia nervosa
Hierarchical regressions were conducted to assess whether sensory variables could predict the variance of self-disgust above and beyond the other covariates of anxiety and disgust sensitivity (Table 3) . In model 1, it was found that that disgust sensitivity (t = 1.97, p = <.001) and anxiety (t = 4.41, p < .001) were significant associates of self-disgust. In model 2, sensory processing variables explained a significant amount of additional variance in self-disgust of participants with self-reported AN with low registration (t = 3.99, p = <.001) and sensation seeking (t = À2.64, p = <.001) being found as significant associates of self-disgust after controlling for anxiety and disgust sensitivity. Overall, the regression equation showed a good fit with the data, F(4, 269) = 30.49, p < 0.001.
Associations between self-disgust and sensory variables: Bulimia nervosa
Hierarchical regressions were conducted to assess whether sensory variables could predict the variance of self-disgust above and beyond the other covariates of anxiety and disgust sensitivity (Table 4) . In model 1, it was found that that anxiety (t = 2.49, p < .001) was a significant associate of self-disgust. In model 2, sensory processing variables explained a significant amount of additional variance in self-disgust of participants with selfreported bulimia-nervosa with sensation avoidance (t = À3.21, p < .001) and sensation seeking (t = À2.43, p < .001) being found as significant associates of self-disgust after controlling for anxiety and disgust sensitivity. Overall, the regression equation showed a good fit with the data (F(2, 101) = 21.39, p < 0.001).
Discussion
This study provides novel evidence examining the severity of selfdisgust, and its associated variables, within groups of women with AN, BN and those with no history of disordered eating. First, the hypothesis that there would be differences in reports of selfdisgust between those groups of people with a self-diagnosis of AN, BN or no disordered eating was supported. This is the first study to use the SDS (Overton et al., 2008b) in a sample of participants with different types of eating disorder, and results showed statistically significant differences between those who have a diagnosis of an eating disorder and those who have no previous history of an eating disorder on measures of self-disgust. Model 2: F change (F(3, 100) = 8.07, p < .001).
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However, no significant differences were found on any measures between those with a self-diagnosis of AN and those with a selfdiagnosis of BN. It was suggested that significant associations would be found between reported self-disgust and sensory processing and these associations were predicted to vary between different eating disorders. Higher anxiety and lower sensation seeking were found to be significantly associated with higher self-disgust scores across all three groups, which demonstrate a possible association between those who are both anxious and less likely to seek sensation within their environment with feelings of self-disgust across the eating psychopathology spectrum. However, disgust sensitivity was only found to be associated with self-disgust in the group with a diagnosis of AN. Interestingly, results showed that both increased sensation avoidance and lowered sensation seeking were associated with self-disgust in the group with a diagnosis of BN but not in the group with a diagnosis of AN as poorer registration appeared to be more strongly associated with self-disgust. These analyses suggest a potential difference between those with AN and those with BN in terms of approaching or avoiding sensory stimuli, which in turn may be affected by the emotion self-disgust.
Finally, if associations were found between self-disgust and the sensory processing variables, regression analyses aimed to identify whether sensory variables were able to statistically predict selfdisgust above and beyond the identified covariates of anxiety and disgust sensitivity. Results showed that within the BN group, increased sensation avoidance and decreased sensation seeking were both found to be significantly associated with self-disgust after controlling for anxiety and disgust sensitivity. Within the group with a diagnosis of AN, greater registration and lower sensation seeking were more strongly associated with self-disgust after controlling for confounding variables. This implies that a person with AN may notice sensory stimuli less than others and may have potentially passive strategies to cope with their sensory environment (Dunn & Westman, 1997) , which is in-line with recent theoretical research underpinning the core impairment of interoception among individuals with this eating disorder (Kaye et al., 2013; Nunn et al., 2011) . From this, it can be suggested that the process of being less likely to actively seek sensation within a given environment may contribute to feelings of self-disgust above and beyond general feelings of disgust sensitivity. Thus, the theoretical difference between different ED groups, in terms of sensory processing and self-disgust, warrants further investigation.
There could be several possible reasons for the observed similarities in relation to self-disgust within the three groups. First, when considering the possible precursors of experiencing the emotion self-disgust within eating psychopathology, measures of anxiety and particular components of sensory processes may precede the onset of disordered eating and may even be factors that contribute to its onset. To date, there is limited evidence assessing the relationship between sensory processing and disordered eating; however, data from this study support the few published studies that highlight the significant difference between sensitivity to sensation and attempts to avoid sensory experience between individuals with AN and healthy controls (Zucker et al., 2013) . When additionally considering the role of self-disgust, literature assessing the role of self-disgust within disease avoidance highlights how humans have evolved to react in this way when an object is perceived to be disgusting or harmful (Rozin, Lowery, Imada & Haidt, 1999b) ; therefore, considering self-disgust as related to sensation avoidance may offer a potential explanation for the associations observed within people with a diagnosis of AN and BN.
From the preceding texts, it can be argued that further research is needed focusing on the relationship between sensory processing and the onset of EDs, with the aim of identifying whether it is a correlate or causal factor -which in turn may feed into preventative interventions. In-line with this, research focusing on emotional coping styles, and particularly avoidant coping strategies in relation to self-disgust and sensation avoidance, may offer further explanation on the shared emotional component between anxiety and disordered eating (McKay & Presti, 2014; Powell, Simpson, & Overton, 2013) .
This study is not however without limitations. Although the overall sample size was appropriate, replication of our findings in larger female and male subsamples would be useful to validate these findings. Utilising an online recruitment and data collection method was more efficient and allowed for a wider access to participants; however, the response rates and drop outs were still in-line with other types of questionnaire data collection (Evans & Mathur, 2005; Wilson & Laskey, 2003) . This study was only able to use one scale to measure self-disgust, and although this measure demonstrates good reliability and internal validity (Overton et al., 2008b) , some items appear to be similar to conceptualisations of shame with reference to self-criticism and avoidance, highlighting the need for more specific self-disgust measurement tools.
Finally, self-diagnosis from each participant was used to categorise each data set into groups, and the EDEQ was used to validate this. Although differences in symptomology were found for most of the EDE-Q subscales, shape concern did not differ between the self-diagnosed clinical groups and the comparison group. Similar results have been found in non-clinical female undergraduate samples, suggesting that particular eating psychopathology symptoms such as dietary restraint and body image concerns may be more normative within this environment (Celio et al., 2006; Luce & Crowther, 1999; Taylor et al., 2006) .
To date, there has been limited investigation of the associating factors with self-disgust in eating psychopathology (Cserjési et al., 2010) , and this study provides novel evidence looking at the severity of self-disgust between those with a self-diagnosis of AN, BN or those with no previous history of an eating disorder and whether self-disgust was associated with emotional and sensory variables. The results suggest that those with either AN or BN do experience higher levels of self-disgust compared those with no history of an eating disorder and self-disgust in turn has associations with disgust sensitivity and anxiety. In-line with this, those who have certain sensory regulatory patterns may potentially be vulnerable to experiencing the emotion of selfdisgust. More research is needed within clinical samples to identify whether self-disgust and sensory processing are related to the different symptoms of each specific disorder or subtype and the role these variables play in the maintenance of disordered eating. In-line with this, it can be argued that acknowledging clinical groups that have higher sensory processing difference may be relevant when designing therapeutic interventions, especially those which relate to eating, which is known to be more problematic for those with sensory processing differences (Coulthard & Blissett, 2009 ) .
